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A one-stop outpatient cardiology clinic was set up at the
Vic General Hospital in Spain in 1996. The aims were to
provide patients with a rapid response, and to ensure
that, on the same day, they saw a specialist and were
referred for any relevant investigations required, primarily
echocardiography, exercise testing, and Holter
monitoring. We report experience from 10 years of follow-
up, involving 19515 consultations. The mean waiting time
for a consultation was 3 days. We analyzed the reasons
for the consultations, the investigations carried out, and
the reductions in follow-up visits and hospital admissions.
Primary care physicians’ level of satisfaction was
increased by this approach. The one-stop clinic proved
feasible in clinical practice and proved robust during the
follow-up period. This clinical model was beneficial for
patients, was highly acceptable to primary care
physicians, reduced the need for patients to contact the
hospital, and, possibly, reduced hospital admissions.
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Consulta inmediata ambulatoria de alta
resolucidn en cardiologia: 10 anos de
experiencia

En 1996 se implementd en el Hospital General de Vic
la consulta inmediata ambulatoria de alta resolucion en
cardiologia, con el objetivo de dar respuesta rapida a los
pacientes y realizar el mismo dia la visita especializada y
las exploraciones complementarias indicadas, fundamen-
talmente ecocardiograma, prueba de esfuerzo o Holter.
Se expone la experiencia de 10 afos de seguimiento,
con un total de 19.515 visitas. La media de espera para
la visita fue de 3 dias. Se analizan los motivos de consul-
ta, las exploraciones efectuadas y la disminucion de visi-
tas sucesivas e ingresos hospitalarios. La satisfaccion de
la atencion primaria aumenté con este modelo asisten-
cial. La consulta de alta resolucion resulté aplicable en la
practica real y perdurable en el seguimiento. El modelo
es beneficioso para el paciente y satisfactorio para la
atencion primaria, reduce los contactos paciente-hospital
y posiblemente evita ingresos hospitalarios.

Palabras clave: Consulta de alta resolucion. Cardiologia.
Consulta ambulatoria.

INTRODUCTION

The existence of waiting lists in the public health system
(particularly for outpatient care) has led to a search for
new health care models. The aim of the “one-stop”
outpatient clinic is to perform the examinations needed
for diagnosis and treatment at a single visit.'? By avoiding
delays for testing and the need to return, the number of
patient visits is reduced.** Cardiology is an ideal specialty
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for developing this type of outpatient clinic because the
specialists who see the patient carry out most of the
examinations.’

In 1996 a one-stop outpatient cardiology clinic was
set up at our hospital to visit patients, perform the
necessary tests on the same day, and complete a care
report within 72 hours. The purpose of our study was to
assess the results of 10 years’ experience at our hospital,
one of the pioneers in this health care model.

METHODS

The population attended was the entire cardiology
population in the public health system for the catchment
area (Osona, Catalonia, Spain), a region comprising 1191
km? and a growing population (122 923 inhabitants in
1996 compared with 145 790 in 2006), distributed in
51 municipalities and 10 basic health areas.



To implement the model, a focus group of primary
care physicians analyzed the criteria and system for
referral, and the characteristics of the cardiologist’s
response. In order to provide appropriate facilities and
staff, frequency ratios were estimated from previous
years. An outpatient clinic was set up with 3 cardiologists
for a 2.5-hour slot every day with a maximum daily
scheduling of 4 visits per cardiologist. All initial visits,
interconsultations, and referrals from primary care were
scheduled at the clinic. The medical visit,
electrocardiogram, and additional examinations ordered
by the cardiologist (echocardiogram, exercise test, or
Holter monitoring) were immediately performed during
the same visit by the same cardiologist who saw the
patient. All other cardiologic examinations were given
preferential scheduling. Exercise tests were performed
at the same visit with no delays, once informed consent
had been obtained. If the patient was not wearing adequate
footwear, then alternative solutions were used, for instance,
undergoing the test while barefoot and wearing leggings.

Check-up or follow-up visits after admissions were
handled by the same hospital cardiologists using separate,
clearly differentiated appointment books for the one-stop
outpatient clinic.

The medical records were integrated with primary care
via a computer system that allowed access to the patients’
history, reports, and examinations. All data were protected
by the medical practitioner’s digital signature.

An analysis was performed of the data collected
prospectively over a 10-year period: frequency, origin,
waiting time, reasons for visit, additional examinations,
and destination after discharge. The ratio between one-
stop and follow-up visits and hospital admissions was
also assessed. Satisfaction surveys were performed among
the primary care physicians before the clinic was set up
and during follow-up. Statistical analyses were performed
with the y? test for categorical variables and the ¢ test for
quantitative variables. The opinion of the cardiologists
who handled the activity was assessed by means of self-
reported evaluations.

RESULTS

A total of 19 515 visits to the one-stop outpatient clinic
were made between January 1997 and December 2006
(Table 1). The number of visits progressively increased,
to eventually stabilize at about 2100 per year since 2003
(Figure 1). The mean wait for a visit was 3 days, well
below the 60-day wait when the model was first used.
The origin of the patients, reasons for the visit, tests
performed, and destination after the visit are listed in
Table 1.

The one-stop outpatient clinic reduced follow-up visits
(from 4116 to 2782 per year) and the ratio of one-stop
outpatient clinic/follow-up visits (from 2.49 to 1.33; P<.05).

From the time the one-stop outpatient clinic was
opened, the number of hospital admissions in cardiology
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TABLE 1. Descriptive Analysis of One-Stop Outpatient
Cardiology Clinic Visits Between January 1997 and
December 2006

Waiting time, d 3(0-8)
Number of visits 19 515
Origin, %
Family physicians 81
Emergency departments 14
Other specialists 5
Reasons for visit, %
Chest pain-ischemic heart disease 22
Dyspnea-heart failure 17.5
Arrhythmias-atrial fibrillation 17
Valve disease-murmurs 10.7
Syncope 8.2
Preoperative assessment 6.1
Hypertensive heart disease 6
Electrocardiogram abnormalities 54
Emboligenic heart disease study 4.1
Other 3
Tests performed in the office, %
Electrocardiogram 100
Echocardiogram 31
Exercise test 15.7
Holter monitoring 8
Destination after visit, %
Primary health care 66.3
Outpatient cardiology clinic 30.7
Admission 3

decreased every year, dropping from 1052 to 771 (Figure
1). In contrast, there were no significant differences in
total hospital admissions (9686 vs 9761) or mean
cardiology stay (7.59 vs 7.48 days).

Satisfaction surveys among the primary care physicians
(Figure 2) showed an improvement compared with
baseline (6.7 [1.8] vs 8.7 [1.7]; P<.05). The aspects
assessed (accessibility, information given to patients,
communication with primary care physicians, and degree
of problem resolution) were rated significantly higher
than other specialties without a one-stop outpatient clinic
(Figure 3). The opinion of the participating cardiologists
is shown in Table 2.

DISCUSSION

The development of organization models to decrease
waiting time and streamline problem-solving is a health
management objective. An ideal model for the various
scenarios, which vary according to the organization and
characteristics of the site, has not yet been found. The
development of an outpatient clinic where examinations
and treatment can be provided without any delay enhances
health care efficiency'® and increases patient satisfaction.’
However, there are questions about its applicability in
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TABLE 2. Positive Aspects and Aspects to Improve actual practice. Critics have argued that the system might
in the One-Stop Outpatient Clinic Visits in the encourage excessive consultations or referral of trivial
Opinion of the Cardiologists Who Handle the Clinic, medical problems.®
Obtained by Self-Reported Evaluation Each group of professionals should adapt the
organization to their resources and setting; nevertheless,
Strong points . N o a close relationship with primary care is essential. Referral
Rapid performance: avoids emergency visits and admissions criteria should be established by consensus, and the

Greater diagnostic and therapeutic flexibility because
the examinations are performed at the same visit
Decrease in waiting lists and follow-up visits
Better relationship with primary care professionals
Cardiologist satisfaction, as it offers a fast, one-stop clinic
Points to improve
Unnecessary or trivial visits
Scanty clinical information on referrals
Excessive accessibility: patients who correspond to other
specialties are occasionally referred
No referral screening

primary care physician should assume long-term follow-
up of the patient. By integrating these health care settings,
the quality and continuity of the care provided will
improve.”!! In our case, access to the patients” medical
records by both primary care and hospital staff provided
information on examinations performed in the other
setting, thereby enhancing efficiency by avoiding duplicate
examinations.'?

Cardiology hospitalizations significantly decreased
over the 10-year history of the one-stop outpatient clinic,
even though there were no changes in the organization
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Figure 3. Primary care satisfaction in terms of outpatient clinic accessibility,
information received by patients, communication between health care
levels, and degree of problem-solving, when the one-stop outpatient
clinic is compared with the mean for other specialties without such a
clinic. The indexes obtained by cardiology are significantly higher than
those obtained by each of the other specialties (P<.05).

of on-duty shifts (part of the internal medicine department)
or hospitalizations handled by cardiologists, and no
changes in total hospital admissions or mean stay, despite
a 15.6% increase in the catchment population. Although
a direct relationship between the one-stop outpatient
clinic and the decrease in admissions cannot be
established, we do feel this is a contributing factor.

Our study showed increased satisfaction among primary
care physicians, strategically considered to be the client
of specialized care by the one-stop outpatient clinic.
Patient satisfaction was not assessed, an aspect that is a
limitation of the study.

In our experience, the one-stop outpatient clinic is
feasible in actual clinical practice and has been effectively
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used for 10 years. This model has reduced the waiting
time for visits and eliminated the delay for examinations.
Moreover, it was satisfactory for primary care physicians,
reduced the number of follow-up visits and the need for
patients to contact the hospital, and helped reduce hospital
admissions.

REFERENCES

1. Zambrana Garcia JL, Jiménez-Ojeda B, Marin Patén M, Almazan
Gonzalez S. La consulta tnica o de alta resolucién como una
alternativa de eficiencia a las consultas externas hospitalarias
tradicionales. Med Clin (Barc). 2002;118:302-5.

2. Montijano Cabrera AM, Zambrana Garcia JL, Amat Vizcaino M,
Velasco Malagén MJ, Adarraga Cansino MD, Rosa Giménez F, et
al. Aplicabilidad y aportaciones al sistema de “consulta tnica” en
Cardiologia. Rev And Card. 2003;38:69-76.

3. Juan Ruiz FJ, Aranda Pérez G, Trujillo Ruiz J. Alta resolucion,
pacientes, parientes e innovacion organizativa. Rev Adm Sanit.
2007;5:105-21.

4. Rosa F, Zambrana JL, Velasco MJ, Adarraga D, Martos L, Marin
M. Anilisis de los tiempos de demora en un programa de consulta
unica. Rev Calidad Asistencial. 2002;17:378-9.

5. Montijano Cabrera AM, Caballero Gueto J. La consulta de acto
unico en cardiologia. Rev Esp Cardiol. 2007;7:C30-6.

6. Tenkorang JN, Fox KF, Collier TJ, Wood DA. A rapid access
cardiology service for chest pain, heart failure and arrhytmias
accuretely diagnoses cardiac disease and identifies patients at high
risk: a prospective cohort study. Heart. 2006;92:1084-90.

7. Montijano AM, Zambrana JL, Amat M, Moreno M. Grado de
satisfaccion de pacientes atendidos en un programa de consulta tinica
en cardiologia. Rev Calidad Asistencial. 2003;18:650-4.

8. Gervas J, Palomo L. ;Alta o excesiva resolucion? Med Clin (Barc).
2002;119:315.

9. Califf RM, Peterson ED, Gibbons RJ, Garson A, Brindis RG, Beller
A, et al. Integrating quality into the cycle of therapeutic development.
J Am Coll Cardiol. 2002;40:1895-901.

10. Blumenthal D. Continuous improvement as an ideal in health care.
N Engl J Med. 1996;335:892-4.

11. Pefia-Gil C, Comin-Colet J. Integracion de ambitos asistenciales.
Rev Esp Cardiol. 2007;7:C21-9.

12. Rosa-Jiménez F, Martos Melguizo L, Montijano Cabrera M,
Zambrana Garcia JL, Adarraga Cansino MD. Impacto de los sistemas
automatizados en un modelo de consulta de alta resoluciéon. An Med
Interna. 2005;22:511-4.

Rev Esp Cardiol. 2008;61(5):530-3 533



